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The purpose of this study is to determine what the
possibilities are for treatment with children suffering from
schizophrenia and their families within the setting of a unit
for mentally ill children set up as a part of a state mental
hospital, including references to the function of the social
worker in such cases. The general questions which this study
proposes to discuss are as follows: (1) What is meant by
childhood schizophrenia? (2) How are such cases treated at
the Metropolitan State Hospital? (3) How can the social work-
er aid in treatment.
The setting in which this study was made was the
Children's Unit of the Metropolitan State Hospital, Waltham,
Massachusetts which is the only facility within the Common-
wealth of Massachusetts set aside exclusively for the treat-
ment of psychotic children. It is served by a director-psy-
chiatrist, one senior physician, a nursing staff, special
ward attendants, and the services of the psychologist connec-
ted with the entire hospital program. Use is made of the
hospital social service staff. Including one full time worker
assigned to children's work in the Unit, and social work stu-
dents engaged in field work practice. The director has the
total responsibility for the care and treatment of the child-
ren committed to the Unit, and the social workers aid in direc
Ii
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treatment of the children under his direction, chiefly in
group therapy, as well asin the preparation of some social
histories and assigned case work duties under the direction
of the hospital's social work supervisor.
The method of the study has been to select, analyze,
and classify the material contained in the case records of
ten children with schizophrenia. These cases were chosen by
the director as active cases between October 1, 1948 to
March 1, 1949, which he felt should comprise the study. Only
these ten cases were found suitable for this diagnosis, al-
though similar symptoms were found In others. Consideration
was taken of the fact that childhood schizophrenia is a
disease category not yet clearly defined, and which has been
observed for study in relatively few facilities within the
United States as yet. Added to this is the fact that treat-
ment is as yet limited and somewhat experimental.
Because of these limitations imposed upon the study,
some searching was required into the viewpoints of writers
who have had some opportunity to study and attempt to treat
cases of childhood schizophrenia. Essential concepts from
these writers have been included in the study for the purpose
of describing and clarify what is meant by childhood schizo-
phrenia. In reviewing these concepts with the psychiatrist
of the Unit, it was noted that there exists sou;e confusion as
to the understanding of the disease. And since the scope of

this study has been limited specifically to the ten cases
presented # some clarification has been made as to how the
disease is viewed by the staff of the Metropolitan State
Hospital, with particular reference to what types of treat-
ment are being used there, and in what ways the social worker
may be of help in relation to the treatment prescribed for
these cases.
While a few generalizations of a non-specific nature
are to be developed from the material p-esented, it ahould be
pointed out that the basic conclusions to be drawn from the
study will be valid only insofar as they are related to the
special set of factors found in each individual situation.
The writer has uncovered no studies made showing directly how
the social worker may aid in the study of this particular
childhood disease, and no previous study of this kind has been
made at the Metropolitan State Hospital.
There will be some discussion concerning the facilities
for treating mentally ill children at the hospital, which will
be taken largely fron an unpublished report made recently by
the psychiatrist-director, who has undertaken to evaluate some
of the present needs of the children«s facilities.
Selection of the ten cases was made by the director on
the basis of active availability of these children for study,
and because the patterns of their illness fall in line with a
diagnosis of childhood schizophrenia. Case material showing In
t(V
some detail the backgrounds and behavior traits of the child-
ren studied was necessary in order to understand more about
the level of adaptation which may be expected of them environ-
mentally, and how the treatuuent processes related to the
child* s social needs. Some indications as to the social
worker's place in the treatment plans ai'e shown, and some
suggestions are made as to how further use may be made of the
worker in the future.
The literature selected for the study was used to ob-
tain pertinent background material which will aid the reader
in understanding somewhat the meaning of childhocxi schizo-
phrenia as it relates to this study of ten cases. It will
also give some indications as to the factors involved which
have serious meaning to the families of these children as well
as to future of the child himself*

5CHAPTER II
FACILITIES FOR TREATMENT IK THE CHILDRENS UKIT
A recent evaluation of the purpose and work done in
the children's unit of the Metropolitan State Hospital by
its director, Thaddeus P. Krush, has been released as follows:
In December, 1945, Metropolitan State Hospital was
designated by the Department of Mental Health as
the Institution in the Commomvealth of Massachusetts
to which all psychotic children were to be sent.
During this and the following months, such psychotic
children as were scattered throughout the Depart-
ment's institutions were transferred to this
hospital, which then began to receive severe
behavioi*al deviants from the conmiunity. Two fifty-
bed wards were carved from existing overcrowded
adult facilities to house the increasing influx
of children, A critical evaluation of the in-
patient mental facilities for children in this
state is in order so that reasonable short-term
and long-term goals may be formulated to achieve
care and treatment of this group of the population.
(...)
Originally conceived as a unit to which psychotic
children could be sent for care and treatment, some
alteration of the scope and purpose of this unit
has been necessitated due namely to these factors
the prevailing types of commitment procedures, the
existing confusion regarding what constitutes
psychosis in childhood, and the community needs for
the mentally ill child.
At present, a child may be committed to this unit
under Section 79, Section 77, Section 51, Section 100,
Section 86, or Section 86A of Chapter 123 of the
General Laws. Section 79 (the pink slip) is a
rather badly abused emergency commitment, in which
it is only necessary for an authorized person
(physician, sherrif, deputy, member of the state
police, police officer of a town or an agent of
the Institutions Department of Boston) to certify
that the committable individual is in need of
1(ill
6Immediate care and treatment because of mental
derangement other than drunkenness. As it
applies to children, this emergency procedure
is frequently utilized by the harassed physician
who has been unsuccessful in the disposal of a
hyperactive, intellectually retarded child to
a state school, such emergency usually having ,
been apparent since birth or shortly thereafter.
Section 77 (observation papers) permits the
observation of an individual for a period of
forty days if "insane** or thirty days if **not
insane** • The probate court of the district
In which the patient resides must be petitioned
by an applicant and two physicians certifying
that the patient is in need of mental observation,
follov/ing which the court orders the patient to
the hospital. This type of commitment affords a
desirable and reasonable period of observation
of the child *s behavior, but is somewhat cumber*
some in that it usually requires several days to
be effectuated.
Section 51, utilizing a procedure similar to
that required for Section 77, provides for
indefinite commitment of an ** insane'* individual
to a mental hospital. As it applies to children,
this section has been used almost exclusively
by a state school as a means of "unloading** an
occasional hyperkinetic idiot for custodial care.
Section 100 provides for a maximum of thirty-five
days observation of an individual charged with
a misdemeanor or a felony. An adequate period
of observation is provided, but the child is
apt to regard such procedure as penal rather
than psychiatric as is evidenced by the frequent
remark "I was sent up by the Judge for thirty-five
days.**
Section 86 provides for voluntary commitment for
a period of one year, while Section 86A provides
1. Thaddeus P. Krush, The Needs for In-patient Care
and Treatment of Mentally 111 Children in the Commonwealth of
Massachusetts. P. 1.

7a sixty day period of observation or indefinite
voluntary commitment for children under sixteen
years of age. Permission of the Superintendent
of the Department must be obtained. These
procedures are usually utilized by families
desiring to avoid court appearance. 2
It was intended that only children who were declared
to be psychotic should be residents of the hospital over any
extended period of time for custody and treatment. Krush
has found that the term "psychotic" does not cover all the
reasons why children are sent to the Hospital's unit, however*
Even the most cursory examination of the field
of child psychiatry reveals the fact that
"psychosis" as applied to a childhood behavioral
deviation is an ill-defined entity, subject
largely to the individual or staff "feeling"
of the moment. Considerable complication arises
due to the wide range of "normal" necessitated
by the uneven maturation rates of physical,
intellectual, and emotional progress in the
child. Here, too, one would expect to see
mental illness in its nascent state rather
than in the more well-defined "chronic" states
as seen in adults. It would appear more
reasonable to accept in this unit such
behavioral devianta who have demonstrated
an incapacity to adjust satisfactorily in an
outside environment. Children with severe
behavior disorders not classifiable as
psychotic but demonstrating prolonged and
continuous maladjustment would then be
eligible for more protracted treatment than
for the thirty day observation period. As
long as the emphasis on treatment and rehabi-
litation to society is stressed, this should
not result in any child being unjustly in-
carcerated for an excessive period of time.
The existing physical facilities, largely
located in the Medical and Surgical Building
of Metropolitan State Hospital consist of two
2. Ibid. p. 2

fifty bed wards, with the overflow from the
boys* ward being housed on the male admission
ward, a small solarium utilized for group
psychotherapy, two small rooms used as
classrooms, a basement playroom, two play-
grounds located between the medical and
surgical wings, tennis courts, bowling alleys,
and a gymnasi\un, the last three mentioned
being shared with the adult patients, A
five-room suite located between the wards
contains an examining room, psychological
testing room, doctors' office, and two small
recreational therapy rooms. 3
Segregation of boys on the wards is not feasible under the
present set-up of facilities described above as adequate
space is not provided. Roughly there are three classes of
child patients:
1. A "deteriorated" group, the members of
which need total custodial care, feeding,
bathing, toileting, clothing, etc.
2. A "middle" group whose members are able
to care for their own immediate physical
needs, but who are in need of constant
supervision, training, and guidance.
3. A "self-sufficient" group who are capable of
meeting the demands of hospital environment;
that is, of assisting in ward housekeeping,
kitchen duties, etc. 3
Such segregation as is possible, does follow along the lines
of the above groupings.
Patients admitted to the unit receive attention from
the two physicians, the Clinical Director and Assistant
Physician, whose job it is to "work up" approximately 400 cases
3. Ibid. P. 2,3.
f
9a year, (300 plus In-patients, the remainder out-patients,
chiefly court appraisals.) Each in-patient receives a social
history, physical examination, laboratory examination includ-
ing electroencephalogram, and psychiatric exar/iination. In
addition, the care of one hundred regularly committed patients
is administered by these two men. No pediatric consultant
other than the regular medicfil and surgical consultants of
4
the hospital is available.
There is no psychiatrist available in the Unit who
is able to devote extensive time to individual psychotherapy
with children. Sometimes such therapy can be offered to an
older child who shows promise of benefiting by it. It is
possible, however, for some of the younger children to be seen
on an out-patient basis at a children's center where intensive
treatment is regularly given.
In addition to the medical staff, nurses, and attend- '
ants, there is available for service to children, one teacher
trained to offer some education to exceptional children, one
psychologist on the hospital staff who gives and interprets
tests, and finally four social workers. These latter consist
of head worker, a staff worker, and two students or more.
There is no vocational therapy for children, and only limited
occupational therapy at present. One recreational therapist
gives some outlets for group play therapy. In addition, the
4. Ibid. P. 3
I
children are shown each week some educational and recreational
motion pictures, borne of the religious needs of the children
are met each week by Catholic and Protestant clergy.
Krush's report indicates in some detail the present
deficiencies of the Unit set up, and what changes should be
made to offer more complete custodial and treatment services
to the disturbed childi^en who are admitted or committed for
varying lengths of time. To what degree the facilities of
the Unit can contribute to the growth and amelioration of
these children we have termed as being schizophrenic is a
matter which must be dealt with individually as each child's





The ten cases to be presented have been chosen as being
active cases in the hospital at the present time. As presented,
the cases are listed according to the age of the child at the
onset of illness, moving from the youngest child to the eldest
at the age he was when admitted to the Children's Unit for
observation.
The method is to present the body of case material,
followed by interpretations and discussions. Order of pre-
senting case material is as contained in the Schedule (see
Appendix). This means a general statement of the problem, how
referral was made to the hospital, and under what legal paper
commitment was made. The child's background of development,
|
personality traits, and illnesses follow a discussion of his
family make-up with some evaluation of his parents. Diagnosis
and disposition of the case is given. Types and lines of
treatiiient prescribed are outlined, with some indications as tOi
its effectiveness. This includes sane indication of the place
of social service in the treatment plan. The section on interl*
pretation and discussion shows what schizophrenic characteris-
I
tics were observed in the case, what the treatment plans were,i|
what attempts were made to carry them out, what accomplishmentj^
were made, end any suggestions as to future indications of help




Charles was referred to the hospital by his family
physician at the age of six because he was constantly
moving about, banging his head and fists against
objects, was destructive of articles in the home,
hunmied tunes Incessantly but without speaking
audibly, and was thus not able to make an adjustment
in the home. Following a period of observation, on
a commitment paper Section 79, he was committed
regularly for custodial care and treatment, to the
the children's unit.
Charles* home background revealed him to be the
younger of two siblings. He was born on August 18,
1942. His sister is three years his senior, and
presented no problem to her parents, was on the
school honor roll, but was described as "a little
nervous". She is the parent's favorite, which they
admit. The parents are in average economic cir-
cumstances, are in their middle thirties, and are
reported to get along well together. The father
is easy going, passive, and inclined to agree with
his wife's whims. The mother appeared very immature,
whining, demanding, nervous, easily upset, and
showed and inability to discuss her past life.
She showed an attitude of false interest in Charles,
and her answers about him were always evasive.
She was always devoted to her mother, and seemed
inadequate without her. She has always tried to
hang on to Charles' sister possessively. Her
appearance was always immaculate, she appeared
to reject the boy, being meager and stingy in
giving him clothes, but wanting others to admire
hers when she came to visit him at the hospital.
There were not any outstanding physical or mental
illnesses in the patient's immediate background.
The father seemed tense, superficial in his interest
in Charles when the mother was present, but more
concerned when interviewed alone. He escaped the
war draft with a defense job, because his wife was
so upset. Parental Inadequacy and rejection seemed
to be a major factor in Charles' Illness.
Until the age of three, Charles appeared to be
normal in most respects. He was walking at one
year, tailing at ten months, was toilet trained
at eight months, and was making a good social
adjustment with children. At three, Charles began
to be withdrawn, cry easily, lose his speech, finally
<1
resulting in muteness. He lost interest in his
toys and people, hummed tunes constantly, moved
about restlessly, removed his clothing in the
street, would wander off, became careless of his
personal habits, but refused to play with dirt or
sand, was jealous of his sister's body, and would
not respond to iiemarks or commands. He made several
attempts at self-mutilation.
When committed to the hospital, a diagnosis was made
of childhood schizophrenia, with recommendations
for custodial care and psychotherapy. The treatment
plan consisted of these, with the latter consisting
of group therapy twice a day, and interpretive
individual therapy with a psychiatrist. A case
worker saw the mother in conjunction with the
psychiatrist's work with Charles. The protective
environment of the hospital offered him free play
for his autistic withdrawal patterns, and he enjoyed
being near others without having to relate to them
in particular. He showed a fondness for shoes, and
loved to touch those of other boys. He hummed tunes,
but never spoke, and seldom smiled. His behavior
was more consistent with that of a two year old.
He lost much weight, and seemed apathetic in general.
He would obey orders only if told firmly enough, •
showing that he understood them. He recognized
objects, but would not name them.
During interpretive individual therapy, Charles
showed a great many castration fears, and feelings
of jealousy over his sister, the favorite in the
family. When his mother was present, he seemed
to respond to her moods, was anxious when she was,
and quiet when she was more relaxed. There was no
consistency in her behavior towards him, and with
the therapist it was difficult to achieve any real
relationship at first. He was able in later inter-
views to make sounds like words, and showed more
grasp on his surroundings. He showed much resistance
to suggestions, and did not bring out his hostilities
easily with the therapist.
Charles was placed in group therapy with other
withdrawn children, all of whom talked at least
some. He tested everything in the play room,
enjoyed observing other members of the group,
hummed, and in general used the hour to satisfy
his curiosity about things he saw. He did not
mix with others, but would take their playthings.

break them, and hand them back. He accepted the
therapist, enjoyed being near her. He laughed
sometimes, and made noises almost like words.
He watched intently what went on around him.
This was the extent of his participation in group
therapy.
Charles' mother found interviews with the case
worker difficult, as she could not express her
feelings well. She complained of having few
friends. She hated to have aiiyone see her upset,
and she resented questioning. She was able to
become more affectionate to the boy, but this
also increased her own dependence upon the worker.
It was not felt that her attitudes were modified
much, and she remained a shallow, immature person
who essentially rejected Charles.
Characteristic features of childhood schizophrenia
as observed in this case were withdrawal of interest from
the reality of life situations, muteness accompanied by
infantile noises, regression to immature behavior levels,
motor restlessness, indifference to personal habits, marked
destructiveness, and irritability. Hallucinations or re-
sponses to inner fantasy life vi/ere not observed.
Treatment planned was custodial care in the hospital's
protected environment wtoere the patient could carry on his
own activities without disturbing others. He was to have
individual therapy with a psychiatrist at a children's center
where more could be learned about his inner feelings and
potentialities for establishing relationships with others.
He was to receive group therapy twice daily in a group of
other withdrawn chiii ren which constituted a reality situatiDn
where, in a permissive fashion, he could act out his with-
1
drawal. Also, treatment of the boy's mother was recommended
by interviews with a case worker so that she could accept
him better and make more use of her own capacities.
All four aspects of treatment were put into effect.
He continued to act out his withdrawal on the hospital ward,
in the group therapy with a female therapist, and with the
female psychiatrist individually. The mother came in for
Interviews with the case worker, but found it difficult to
relate to anyone for the purpose of talking out her feelings
and planning new ways of approaching the boy. She was found
to be very immature and too dependent in her relations with
the worker. Since these interviews were not held over a
very long period of time, it would be well to renew them if




Paul was brought to the hospital by his mother,
upon the advice of her phy»4cian, on May 7, 1948.
This six year old boy became unmanageable at home,
was a serious behavior problem, having episodes
of fearful screaming for no apparent reason, and
threatening to kill his small sister. He made
attempts to assault others with scissors and
sticks, teased children, and seemed very sadistic.
He was hallucinated having heard bells and voices.
After a period of observation, he was committed to
the Children's Unit, on a legal paper. Section 77.
Paul was born on March 3, 1941. He was only one
sibling, a sister, born on October 24, 1942. His
father died in a mental hospital in 1946, and his
mother re -married the next year. The father was
in a mental hospital twice, both times with a
diagnosis of Dementia Praecox, Catatonia. He was
introverted, a poor mixer, seclusive, serious, and
conscientious. He was a chemical engineer, but
because of this personality, never progressed far
in his field. He was shy of women, and was forced
into marriage with the mother. His last break-
down occurred when Paul was four years old, and
prior to hospitalization, was at home where the
gradual breakdown of his personality could be
closely observed by Paul. The father would assume
odd positions, some in prayer, and was mute for a
time. His physical condition was also poor, and
his death from a cerebral hemorrhage with compli-
cations came shortly before he was to be released
from the hospital in 1946. He was good to his
children, and never struck them. Paul's mother
was considered nervous and irritable, and gave the
impression of an infantile, intellectually limited
woman with many physical complaints. She remembers
being extremely nauseated during her pregnancy with
Paul. She seemed emotionally shallow in her re-
lationship with the boy, and found it hard to take
proper responsibility for him. Outwardly she was
eager to give him help, but she talked freely about
his problems and bad experiences in front of him.
Paul's sister has presented no problem to the
mother, and she seems to favor her greatly, saying
she is glad to have one normal child. The step*
father was willing to have Paul in the home, but
he could not adjust there, and proved jealous of his





Paul was a premature baby at seven and one-half
months, was listless, slept at the breast, vomited
his feedings, but was a planned-for child. He
started to talk at eighteen months, but lost Ihis
at twenty-two months following some frightening
experiences occuning within a short space of time.
At the time his sister was born, he was mute, but
regained some infantile speech patterns later.
He had acute bronchial pneumonia at one year,
and was toilet trained too early. He resented his
sister* 3 birth. He seemed constitutionally
nervous, and during his father's developing
psychosis, was exposed to strange behavior with
which to identify, tie was rejected by his mother,
indulged by his paternal grandmother, and showed
extreme rivalry with his sister. He never seemed
to progress after the age of three, and retained
his imraatui e speech forms. He missed his father
when he died, continued to imitate some of the
bizarre behavior the father had shown at home.
When committed to the Children's Unit of the
hospital, his diagnosis was childhood schizophrenia,
with recommendations for psychotherapy and custodial
care.
The protective environment of the ward offered
Paul some leeway for expression of his hostilities
and sadistic tendencies. He teased other patients,
remained seclusive, and preferred the company of
the more deteriorated patients. He was hyperactive,
and on psychometric tests, showed poor results.
Intelligence was on a level of moron, and on the
Goodenough drawing test he showed confusion as to
his own body image, and a failure to establish
contact with woman figures.
In individual play therapy, Paul showed much
destructiveness
,
planted trees and destroyed
bushes. He made and broke many clay objects,
and spoke often of wanting to "break the trees"
which related somehow the rigid positions his
father used to assume. He enacted scenes of
giving enemas, like those his father had to
take when mentally ill and in a stupor.
In group therapy, Paul talked little at first,
and continued in destructive behavior. He showed
a dislike for his ovm sex, grabbing his penis and
pounding it brutally. The female therapist helped
ai
him work out some of his early traumatic experiences
on paper and with blocks. He was aggressive with
a withdrawn girl patient in the group. He developed
a liking for the therapist, and wanted her to hold
him. He was one of the more expressive members of
the withdrawn group.
Some case work was attempted with Paul's mother,
but this was not considered successful due to her
limited capacities for insight. She does not seek
guidance of her own volition, nor did she recognize
her own emotional needs.
Characteristics of childhood schizophrenia shown in
this case were those of hyperactivity, hallucinations, mute-
ness and immaturity in speech, irritability, seclusiveness,
bizarre behavior patterns, confusion as to personal identity,
and lack of ability to relate well to others.
The plan of treatment was to commit this patient to
the protected environment of the hospital ward, and to place
him in a gro vip therapy situation with other selected with-
drawn children. Also, he was to receive individual therapy
at a children's center on an out-patient basis. It was also
planned that a case worker should hold interviews with the
boy*s mother in order to understand her better and to help
her with plans f or his future.
Attempts to carry out this plan was fairly successful
with the boy, but not so successful with his mother. The ward
on which he was placed offered him opportunities for expres-
sion of hostilities and to relate to other patients. He was
placed in ^roup therapy with withdrawn youngsters for two
ib
hours daily, where he could work out some of his hostilities
under observation. He was taken each week to the center
where he and the psychiatrist spent an houi- together and
re-enacted some of his early traumatic childhood experiences.
The case worker at the center tried to have interviews with
his mother, in spite of her limited interest in doing so.
Accomplishments in this case centered around getting
this boy to express some of his hostile and aggressive
fantasies in both group and individual therapy. Little was
accomplished with his mother, but the writer felt that further
attempts to strengthen her feelings for the boy might be
profitable if he is to return home in the future. If not,
a foster home might be indicated.

CASE #3
Jennie was referred to the hospital by her family
physician at the age of eight because she seemed
withdrawn, mute, agitated, irritable, made strange
sounds, and was thus not able to make an adjustment
within her home. Following a period of observation,
she was committed to the hospital on the legal paper
Section 79.
Jennie's background reveals her to be the elder
of two children. She was born on May 4, 1941.
Her only sibling, a Irj'other, is three ^ars
younger than she. She always lived with her
parents, who are people considered to be in
average economic circumstances. There were no
other mental illnesses in the family, and the
physical health of the family was good. Her
parents have shown a normal amount of outwaiii
interest in Jennie, and have appeared at a loss
to understand her withdrawal from reality and her
regression into irifantile behavior. However,
her mother was described as being a cold, rigid
person who did not freely expiess her feelings
about Jennie. It was felt that her parents
showed little affection for her, to which she
responded by withdrawal. While expressing out-
ward concern for Jennie's well being, the parents
showed little interest or capacity to participate
in treatment plans. Parental rejection was con-
sidered to be a major factor in her illness.
Until the age of three, Jennie appeared normal
in most respects. She had a normal birth, and
began to walk at fifteen months. She talked at
two years of age. At three, she suffered a
head injury with no apparent after affects, and
about this time her brother was born. She was
then placed in a children's home for two weeks,
loB t hair on her head, and began to appear docile.
She shov/ed temper tantrums, made strar^e sounds,
became irritable and inattentive to her surroundings
She also developed a kidney infection, not being
able to pass urine for five or six hours. Upon
returning home, she developed phobias, and could
not tolerate frying foods or closed doors. After
this, she developed rubella four or five times.
She would chew paint brushes and painted objects,
would eat dirt and flowers and began to put any-




When committed to the Children's Unit of the
hospital, her diagnosis was childhood schizo-
phrenia, with recommendations for psychotherapy
and custody.
The children's ward at the hospital offered
Jennie custodial care and a protected environment.
She remained mute for a time, except for occasional
sentences, and would scream, cry, and hide under
the bed. It was believed that she had some hallu-
cinations and that she engaged in an active fantasy
life. She was observed assuming unusual postures,
would remain alone most of the time, with a far-
off look in her eyes. In a group, she stayed on
the fringe of any activity. Because of the nature
of her withdrawal, she was not psychologically
testable. She behaved more like a two year old
child, than a girl of nearly eight.
Some individual analytic psychotherapy was
offered Jennie outside the hospital in a child
treatment center. This consisted mainly of
play therapy with dolls, some of which she made out
of clay. During these play sessions, Jennie
showed some hositillty towards her baby brother.
V^ith clay, she made dolls, each new one smaller
than the last one until they disappeared. One
time the therapist sang a holy song about Infant
Jesus. Jennie spoke, and said, "\Vhat would the
infant Jesus do if he were hit by Mary?" During
treatment, she enjoyed acting like a baby, cooing
and having the therapist coo back to her. She
would alternately act like a baby and like and
adult. These sessions have helped to bring out
Jennie's hostility towards her baby brother.
Treatment also consisted of group therapy
sessions held twice daily with a small group
of withdrawn youngsters. The therapist was
a woman, and Jennie liked being near her, sitting
in her lap like a baby. She spoke occasionally
t one of the r.iore aggressive boys who paid
attention to her. when the therapist did not
pay attention to her, Jennie would stand by
herself, making rocking motions, and talk to
herself in a repetitive fashion. She did not
play with any other children, but was interested
in their activities. She wouH not speak to them,
but would ask the therapist questions about them
as if they were not near her. She was quiet mostly.
i
and not destructive. This seemed to be the extent
to which Jennie made use of group therapy, and
showed how little she was able to relate to other
youngsters while using the therapist in a very
infantile fashion.
At the center, the case worker took Jennie a
mother for interviews while the child was with
the psychiatrist. Little was accomplished,
as the mother was found to be \ery rigid, and
lacking in feeling about the child. She evaded
the interviews offered and did not seem to
feel the need for help in trying to understand
Jennie better.
Characteristic features of childhood schizophrenia as
seen in this case were withdrawal fromplay and reality, mute-
ness with recovery of only iramatare speech foms, irritabilityl
regression to more primitive behavior, hallucinations, postu-
rizing, preoccupation with fantasies, and autistic taMng.
Treatment planned was that of hospitalization for
custodial care and for a protective environment. It was
planned that this girl be pieced in a group therapy situation
:
each day with similar children so that some of her fantasies
,
and needs could be acted out. Along with this, she was to
be treated by a psychiatrist of individual therapy to bring I
j
out further her hostilities and childhood frustrations with
the use of play materials. It was felt that a case worker
should see the child's mother to clarify her interest in
the girl's development and futui'e adjustment, end to under-
stand better the mother's cersonaiity.
ii
All four of the steps in treatuent were carried out
with varying degrees of success* By remaining in the hospital
Jennie was not subject to many of the usual pressures placed
upon a child her age, and she was allowed to vegetate with
her fantasies. In group therapy, she was able to relate to
the therapist as a mother figure in a very immature way, and
wanting constant attention, but would not relate to the
other children in constructive play. This was an attempt to
treat her reactions to others for the purpose of social
readaptation. In individual therapy, the attempt by the
psychiatrist was to bring out her childhood hostilities to-
wards members of her family, and this was accomplished Vi/ith
regard to her baby brother. The case worker found her mother
too rigid for active participation in plans for Jennie^s fu-
ture, but the writer feels it could be tried further.

CASE #4
Nora was referred to the hospital by her family
physician at the age of eight, and following a
period of observation, was regularly committed
under legal paper. Section 77. She was unable
to make an adequate home adjustment, was
hallucinated, confused, withdrawn, and thoughts
of people wanting to murder her, and wanted to
use a knife and saw on two imaginary objects.
She was placed in the Children's Unit.
Nora's home background revealed her to be the
elder of two children. She was born in 1939,
and lived with her parents. Her sister, aged
seven, was apparently normal and did well in
school. Her father, aged 33, is an electrical
engineer, a quiet and passive man who was felt
to be dominated by Nora's mother; he has an
alcoholic brother. He took an interest in Nora,
and apparently accepted her. Her mother, aged
31, seemed quite intelligent, a housewif*, and
was first felt to be somewhat rejecting of Nora,
but later took more sincere interest in helping
her. There were no outstanding family illnesses,
mental or physical.
Nora was always a retarded child, slow in walking
and talking; speech was especially limited and
there seemed to be some impediment. She was
first a behavior problem at age of three. She
then shov/ed the first signs of regression in
behavior, and In speech. She was excitable.
Irritable, and had laughing spells. She showed
considerable jealousy when her sister was born,
biting and scratching her later, she was restless
and distractible, and did not begin to mix well
with other children. Her parents then felt that
she might be mentally retarded, and testing
revealed her to be borderline, but with scores
influenced by poor cooperation. Nora was not
an affectionate child, and seemed to withdraw
from personal relationships. Her laughing
"spells" were accompanied by a stare or far-
away look in her eyes. By age four, Nora was
quite disobedient and hyperactive, especially
following a tonsillectomy. She was enure tic
until then, was nervous, and subject to bad
dreams. Her physician treated her with pheno-




Just prior to hospitalization, Nora became
hallucinated, screamed that someone was
chasing her, that they were trying to cut
her throat and ears. She was fearful that
her mother might also get hurt. She laughed
foolishly, heard voices, and seemed withdrawn,
bewildered, and depressed.
Following observation, Nora was committed to
the hospital, and diagnosed as having childhood
schizophrenia, because of her withdrawal,
irritability, hyperactivity, seclusiveness
,
hallucinations, and regressive speech.
Hospital care offered Nora a protective
environment and constituted a part of treat-
ment. Her symptoms subsided in three months,
she was returned home at the end of that time,
and was to be seen on an out-patient clinic
basis each week.
Treatment in the hospital consisted of non-
interpretive group therapy, where Nora was
observed in her relationships on the ward with
other children. She was not placed in a regular
group, as this was not available, and it was
not considered wise because of her hyperactivity.




Medication was administered as treatment, in
the form of benzedrine, to slow her up and quiet
her, and after she went home pax-ticularly
.
She was tried in school, but frequently had
to remain home.
Treatment of Nora on an out-patient basis,
however, revealed continuance of her hyper-
active behavior, and raised the question of
brain injury; she began to show delirium-like
responses. This resulted in recommendation
for a complete pediatric examination. She was
accepted at home and made an adjustment there
which her parents tolerated. Her fears remained
in connection with people hurting her, and her
withdrawal from reality was still noted, along
with little improvement in her speech.
Treatment through social service consisted of
the social worker»s contact with Nora*s school
following her return home to aid in her place-
ment in a proper grade, and to interpret her
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illness. The worker emphasized her need for
social experiences at school. It was noted
that Nora attended school irregularly because
of her disturbed episodes. No case work was
attempted with her parents, since it was felt
that they had accepted her illness and were
willing to have her home. Her mother at first
seemed rejecting, but later appeared to be very
intelligent and understanding of the psychiatrist's
explanations of Nora's behavior. Her mother seemed
to prefer her to the normal sister, and was willing
to give her special attention because of her
illness
.
Features in this case which justified a diagnosis of
childhood schizophrenia were withdrawal from reality,
irritability, seciusiveness, hallucinations, hyperactivity,
and regressive, immature speech. The onset of Nora's
illness at age eight following earlier behavior disturbances
at age three or four placed her in the group of children
whose illness was considered definitely that of childhood.
There was some question of brain injury, and it was noted
that she was retarded from birth.
Treatment plans included hospitalization, where this
girl could rest, act out her hallucinations and withdrawal
until they svibsided enough to warrant her return home.
She was observed infoimally on the wards as a part of treat-
ment, as a type of group therapy, but without specific
evaluations of her behavior. She was given medication to
reduce her hyperactivity, as recommeded by the psychiatrist.
She was recommended for out-patient observation and treatmert
upon her return home, where she could be seen each week.

The attitude of her parents, an acceptance with sane under-
standing of Nora's illness, permitted the recommendation that
she could return home, especially when her symptoms subsided.
It was not felt that social service was needed for her parents,
because they appeared to want and accept her. bhe returned
to sbhool, however, and it was felt that a case worker should
interpret the illness to the school, and plan for her social
adjustment there. No other social service aid seemed indica-
ted.
These treatment plans vifere put into effect, and Nora




Katie was referred by her family physician
because she could not make an adequate home
adjustment • She was aged twelve, showed
signs of irritability, temper tantrums,
untidiness, would not wash or change clothes,
and seemed withdrawn. She was suspicious,
talked steadily, and tried to attack her
parents, particularly her mother. Her father
stayed home to protect the mother, and when
brought to the hospital, she was accompanied
by the police. She was committed to the
Children's Unit under legal paper. Section 79.
Katie's home background revealed her to be
the younger of two children. Her brother is
three years her senior, a Boy Scout, high in
his school marks, quiet, reserved, and ath-
letic, with ambitions to become an engineer.
Katie was born April 16, 1934. Her father,
aged 53, is an automobile mechanic, resembles
Katie, and is apparently quite fond of her,
although favoring her brother more. Her mother,
also 53, seems much older than her years, was
born in Ireland, and appears to have some
difficulty accepting American ways of life.
She seems very inadequate as a mother, and she
did not appear to understand Katie at all.
She also favored the son, encouraging Katie
to look up to him. The mother worries about
Katie, but talks about her in her presence
and seems rather rejecting of her. One paternal
uncle has been a schizophrenic patient in a
state hospital for the past thirty years. There
were no other illnesses noted, or outstanding
family traits.
Katie was apparently normal until age twelve,
although quiet, shy, and having occasional
tantrums. Her early childhood was normal, and
she mixed well with other children, she started
school at five and one half, and was in the
seventh grade when she became ill. Until then
her marks were good. Attwelve, she became tired,
quarrelsome, and fussy about her clothes; school
work became poorer. Her paients thought her
menses were starting, and she showed no curiosity
about sex when it v/as explained to her. She
became morose, stubborn, destructive, and withdrawn.
She became assaultive to her mother, and screamed

loudly. She ate poorly, wanting only sweet
things; this regressive behavior did not
cease. She spoke of "unusual" things, and
would "dream" when awake. She was irritable
when her seclusiveness was interrupted, aid
she was agitated when brought to the hospital.
Upon admission, Katie was dirty and unkempt,
and cried constantly. It was felt that she
was preoccupied v/ith auditory hallucinations.
She rarely sat down, but stood in a corner
by herself. She showed much guilt in connection
with behaving badly towards her mother, and
begged to go home. Voices told her what to do,
and they threatened her family. She ate and
slept poorly. She admitted many disagreements
with her family, but said she was fond of them.
She showed no delusions, or regressive speech
forms. Her behavior piior to admission was
childish and immatuie. A diagnosis was made of
childhood schizophrenia, and commitment recommended.
Treatment consisted of custodial care for a
period of one year six months, where Katie *s
patterns of withdrawal could be observed and
acted out. She displayed hallucinations for
a time. Part of her ward adjustment was
considered as non-inte rpretive group therapy,
where she could learn new patterns for re-
socialization. This wad made easier by the
fact that Katie could verbalize well. A
regular group therapy class was not in session
at the time so that she could make use of it.
She was given early electric shock treatments
for a time to reduce her withdrawal patterns,
and to allow for the periods of resocialization.
Treat; ent with a psychiatrist on an individual
basis was tried also. This gave Katie somo
insight into reality and some opportunity to
relate to a therapist. This was possible within
the hospital on a limited basis, and was aided
by Katie »s ability to verbalize her problem
sanewhat •
Katie was taken home at age fourteen at the
request of her parents, and she was to visit
the hospital on an out-patient basis each
month. This was pi seeded by short four-day
visits home, to offer a gradual adjustment
ci
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there. V^lien home, it was difficult to interest
Katie in things, and she showed little toleration
for frustrations. After a time, Katie began to
adjust better, showed no hallucinations, attended
school adequately, seemed neat and well groomed.
There remained some difficulties in getting along
with her parents, and it was shown that her mother
rejected her somewhat, and had little understanding
of her problems. She took an interest in dancing,
and used cosmetics, often to some extreme.
Treatment through social service consisted of
home visits by a worker to interpret some of
Katie's emotional needs to her parents, particularly
her cr^other. As out-patient visits were not always
regular, home visits offered some further evaluations
of her home life and mental condition.
Features in this case consistent with a diagnosis
of childhood schizophrenia were withdrawal from reality,
immature, regressive behavior, irritability, seclusiveness
,
and auditory hallucinations. Katie was not truly hyperactive,
nor did she show lack of speech. The onset of illness was
age twelve, following a fairly normal childhood, so that it
would seem that this girl*s breakdown was that of late child-
hood, or early adolescence, and not one of the formative
years.
Treatment p^ans included electiic shock therapy to
reduce withdrawal, hospitalization for vegetative and
custodial care with a permissive environment for acting out
regressive behavior. Group activity on the ward with other
girls was included in the plan, so that Katie could learn
new social patterns. It was felt that she could return home
to her parents if they desired her back, following modifica-






psychiatrist was felt advisable, since Katie verbalized well,
to give her some insight into her relationships with her
family. It was felt that social service should make home
i!
visits to help them understand Katie's illness, and to ob-
|j
serve her in her own home setting.
These treatment plans were put into effect, and were
' successful to the extent that Katie could return to her own
:j
home and gradually make an adequate adjustment there, and
could resume her schooling and social contacts with young-
sters. It appeared that the mother was an inadequate,
rejecting person who could not see her daughter realistically.
Further case work with her parents seemed indicated.
i
CASE #6
Harriet was referred to the hospital by her
family physician at the age of thirteen because
she seemed to be undergoing a change of personality,
becoming confused, irritable, seclusive, depressed,
hallucinated, and was assaultive to her friends.
She could not make an adequate home adjustment,
and required constant supervision. She was
committed under a legal paper, Section 79, to
the Children's Unit.
Harriet's home background revealed her to be
the youngest of the four siblings in the family.
She was born on September 14, 1935. Both paarents
are living. The father is fifty-six, a laborer
who was born in Ireland, and in low financial
circumstances. He was in the first World War
and was quite "nervous" afterwards; he is other-
wise in good physical health. Her mother, aged
fifty-one, was also born in Ireland, is a house-
wife, and describes her home life as compatible
and satisfying. She is quiet and unassuming.
There were no evidences of outstanding illnesses
in the family, mental or physical. Harriet's
sister, the eldest, is twenty-five, married,
graduated from high school, but with no children.
Her brother, M. is twenty- three, and is in the
Marines. Her brother, J. is twenty-one, was a
Navy ladio man, now unemployed and living at
home. The patient is thirteen, and much the
youngest of the family. Personality traits of
the parents and siblings were not described, but
it was felt that Harriet was accepted by the
family, and not rejected. No outstanding family
attitudes were noted.
Until the age of twelve, Harriet seemed to be
quite normal. She got along well in early
childhood, vmlked and talked at one year.
She had one fall at age four, with a slight
coneussion, but with little apparent after-
affects. She had mumps at five, a tonsil-
lectomy at six, glandular trouble at seven,
but there were no behavioral disorders noted
following these illnesses. She started school
at age six, passed every grade right through
the eighth, and was even on the honor roll a
few times. She liked school, and had many
girl friends, but was not liked by the boys.
She is Catholic, attended church regularly, but
ci
showed no abnormal religious interests,
Harriet was given no sex education. Her
menses started at age twelve, and when her
mother explained this to her, she made no
comment; Her periods since then have been
irregular. She was believed to have had no
sexual experiences.
Harriet showed no mental illness or difficulties
until she was twelve. In the summer of 1947.
At that time her brother came home from the
service, and her mother took a trip to Ireland,
following which Harriet cried for several weeks.
She began to imagine things, would see animals,
and couldn't concentrate in her school work.
She quieted some when her mother returned, but
her school work remained poor, and she continued
to cry a good deal. She became impudent in class
and disobeyed the teacher's orders. She struck
another girl who called her a "nut". Her family
physician removed her from school, and she was
tutored at home and thus completed the eighth
grade. She began to quarrel with other young-
sters and withdrew from their company. She
finally refused to leave the house, giving no
reason. Her' speech showed some interference,
and she admitted that "something keeps coming
up in front of me and I can't talk."
When admitted to the hospital, Harriet seemed to
be silent and uncommunicative, unhappy. She
rose very reluctantly to dress for examinations,
withdrew from activities and was resistant. It
was felt that Harriet shov/ed schizophrenic symptoms
of withdrawal, seclusiveness , and irritability,
in line with those of a diagnosis of childhood
schizophrenia. The hospital offered her custodial
care and a permissive environment where she could
act out her withdrawal. This constituted a definite
part of the treatment recommended. She said little,
and spent much time alone, or near other girls on
the ward without mixing with them, she was able
to speak, but resisted doing so, and smiled when
reminded of ,this. She would often smile if some-
thing funny occurred to her but would not share
this with others.
As another pert of treatment, Harriet was given
a course of electric shock treatments, whereupon

some improvement was noted In her social
adaptation, but not in her speech.
No attempts were made to give Harriet
individual psychotherapy, nor was this felt
to be profitable.
Harriet was included in a grcup therapy class
with other disturbed girls of similar age and
loss of adaptive powers. The woman therapist
noted that she was a large pleasant-looking
glj^l, but one who did not contribute much to
the group. Group sessions were held three
times a week, and Harriet came willingly and
regularly. She did not speak, but listened
and looked around. She would move chairs if
asked, iihe smiled occasionally, and appeared
to be studying the faces of the group. She
looked away and seemed embarrassed if anyone
looked at her. Harriet did not feel a need
to participate in group discussion. It was
hoped that these sessions would bring out her
feelings, and improve her social adaptation.
The above seems to be the extent to which
she made use of group therapy.
This case was not referred to social service
for case work with the parents
,
although they
take some interest in coming to see her. It is
felt 6he will remain in the hospital for an in-
definite time.
Features noted v/hich were consistent with the category
of childhood schizophrenia were withdrawal, seclusiveness,
irritability, hallucinations, inability to adjust socially,
regression to infantile levels of behavior requiring close
supervision, and loss of mature speech patterns. Vvhile still
considered a child, this girl shows a breakdown at early
adolescence rather than in the formative yeaxs, which shows
a much greater loss of social adaptation than would be seen
earlier. She did not show extreme motor restlessness, nor
cI
i
any well noted constitutional factors.
Treatment plans for this girl included hospitalization
to give her custodial care and a permissive environment for
the acting out of her withdrawal without the normal pressures
of society. She was to be given electric shock treatments
to arrest the progression of her withdrawal so that she might
regain sane degree of social adaptation. She was recommended
for interview group therapy with similar girls where her
withdrawal patterns could be observed in a controlled setting,
and attempts at resocialization could be maintained. Treat-
ment did not include social case work treatment with her
parents at this point, partly due to the poor prognosis of
her illness whereby she might not be returning to her home for
some time to come.
These treatment plans were put into operation. It was
found that Harriet could live on the hospital wards without
undue pressures around her, and that she was partially accept-
ed by the other girls. The shock treatments did arrest her
withdrawal somewhat, but did not improve her speech. The
group therapy meetings gave indications of her ability to
relate to others; the therapist was a social worker. Case
work with the parents should be attempted if and when Harriet
is ready to return home.
i
CASE #7
Ruth was brought to the hospital by her mother,
following the recommendations of a physician,
at the age of fourteen, and was placed on a
Voluntary Commitment application. Section 86A.
She was unable to make an adequate home
adjustment, seemed shy, displayed temper out-
bursts, talked in monosyllables, and claimed
to have heard voices. She was in the seventh
grada at school, but was kept back on a number
of occasions just prior to commitment. She was
placed in the Children's Unit.
Ruth's home background revealed her to be the
eldest of three children. She was born on
July 21, 1933. Her mothing is living, but
her father died of a heart attack in 1947. She
has two younger brothers, one aged eleven,
and the other aged six. The eleven year old
brother has shown some of the same behavior
difficulties as Ruth, but to a milder degree.
Prior to his death, her father had held an
office job, and was described as being attached
to his family, intellectually inclined, thrifty,
giving menibers of the family little spending
money. The liiother was a college graduate and
was described as a fine person, a little reserved,
but as a mother was rather rejecting of her
children. Since the father's death, the mother
and boys moved out of state. The father had a
history of syphilis, but there were no other
outstanding diseases, mental or physical, noted
within the family. No other outstanding family
attitudes or personality traits were noted.
The mother maintained an active interest in
Ruth during her illness.
Ruth was never considered to be a normal child,
and it was difficult to place the exact onset
of her illness. She had a difficult birth,
learned to walk with difficulty, and never talked
up until the age of five. At that time, she was
given speech training which was the only way she
learned to talk. She always seemed "different"
fuom other youngsters. However, she attended
school, with fair marks up to the seventh grade,
when she became really ill. She w as reserved^
always keeping to herself; she would often shriek
and have tantrums. She was quite upset at the
i
time her first brother was born. While
learning to talk, she built up a fantasy
world, and she conversed with an imaginary
person named "Gypsy". 3he was able to draw
well, but her social contacts were few and
not satisfying to her. She tried to have
friends, but chilcUen grew tired of her
excessive demands fo. attention and affection.
Her mother really began to feel that she
was mentally ill in 1948, as she became more
and more unhappy at home, and got along with
the family members badly. She ran away, stole
money, and was constantly dominated by her
thoughts of her imaginary friend, "Gypsy" who,
she said, was getting ahead of her and had
magical powers.
Vu'hen admitted to the hospital, Ruth heard
voices, who talked "so fast I can^t remember
it all". She was irritable and withdrawn,
and felt a great hatred for her teachers, and
fellow pupils. She felt persecuted, and
there was fear thet she might commit suicide.
She was diagnosed as having childhood schizo-




regressive behavior. Com.mitment was recommended
for a time, so that huth could act out her
withdrawal in a protected environment. She
remained in the hospital for a period of nine
months, made a recovery sufficient to allow
her to return to her mother* s home on Indefinite
Visit.
Shook therapy was also administered to Ruth
as a part of the recommended treatment, which
served to check her withdrawal pattern, and
allow some possibility for social adaptation
and re-integration of her personality.
Individual psychoterapy was not a part of the
treatment plan, but the relationship which Ruth
had built up over a period of years with her
speech therapist v/as maintained to aid in her
growth; and as an out-patient plan, the speech
psychologist was to see Ruth once each month,






Group therapy was administered at the hospital
as a part of treatment for nearly six months,
with sessions held three times a week. She was
one of six girls with a similar problem. In the
group, Ruth seemed retiring, unemotional, and
listened more than she talked, ^he expressed
some feelings of hostility tov/ards her speech
teacher and her parents. She tried to understand
her hatreds, end showed guilt over her mental
illness, and said finally that the group helped
her. She wanted the leader's approval, but
expressed her fears and gained some insight into
them. Her interest in "Gypsy" diminished. This
was the extent to which Ruth participated in
group therapy.
Ruth was not referred to social service for help
when she left, because her home was not hear.
Her mother was offered out-patient visits if she
could come. But she did not make use of this
offer. She continued to be somewhat rejecting
of Ruth, and seemed to be incapable of any warm
relationship with her children.
Features of this case which were consistent with a
diagnosis of childhood schizophrenia were withdrawal, se-
clusiveness, irritability, hallucinitions, inability to
make social adjustments, regression to immature behavior, and
immature speech mechanisms. This girl is chronologically an
adolescent, but shows a history of retardation from early
formative years resulting in a breakdown apparently from
gradual stress rather than acute shocks. She was felt to
have been subject to some constitutional factors from early
childhood, but she did not show disturbances in motor activity,
Treatment plans included hospitalization for custodial
care of nine months duration, where her withdrawal could be









shock therapy to arrest her withdrawal and to allow for a
period of social adaptation with other girls. She was to
keep her individual contact with her speech psychologist,
as a part of treatment, so that her progress could he observed
following discharge from the hospital, she was to have inter-
view group therapy with similar girls, where she could verba-
lize her hostilities and make seme social adaptation within
the group* Treatment did not include social case work with
her mother although she was released to the mother's care
after nine months when she showed sufficient improvement to
warrant release. Remission on her illness was considered to
be fair, and she was considered to be better adjusted socially
These treatment plans were put into effect, and v^ere
felt to have contributed markedly to Ruth's ability to return
home. Her withdrawal was arrested, and she was able to re-
socialize in the group. Case work with the mother is indica-







Claire was referred to the hospital by the
physician at a general hospital at the age
of fourteen. She had not been adjusting at
home, was almost mute, and appeared confused,
blocked, and withdrawn. Upon admission, she
stared at the examiner. She followed people
about and stared at them; she slept nude and
ate poorly. She was small for her age, and
underdeveloped, appearing r/iore like a child
of eleven. She was committed under legal
paper. Section 79, to the Children's Unit.
Claire's home background revealed her to be
the eldest of three children. She was born
on November 3, 1933. She suffered from con-
genital syphilis, and her sister, aged eleven,
was also luetic and sickly. Her brother,
aged ten, is apparently normal. Little was
known about Claire's parents, but both are
living. Mother was married previously, aid
contracted syphilis from her first husband,
but was not aware of this for many years.
Mother works as a hotel matron, and described
her home situation as excellent. Personality
traits of the parents were not described, and
no outstanding family illnesses or parental
attitudes were noted. Claire got along well
at home, and except for the syphilis in the
constitutional make-up, no other irregularities
were noted.
Claire was apparently normal until age fourteen.
She was walking and talking at one year. She
had measles at age five# She was always a quiet
child, serious, but liked athletics, excelling
in swimming. She was in the seventh grade,
starting school at age six and one -half . She
made few friends, but did not like to be alone.
She became annoyed easily, and was considered
to be rather rigid and compulsive in her attitudes
and behavior. In starting to school the year of
her illness, she was noticed as being less attentive,
seemed tired, listless, and her school work fell
off. She was not considered to be nervous,
however. Her mother thought this was due to
starting of her menses, which had started; later
they stopped again. Claire began to speak of
a sexual experience with a boy, seemed to become
it
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pre-occupled with it, and expressed fear that
she might be pregnant, which was proven untrue.
Her mother noticed that she became irritable,
moody, overly neat about her personal appearance
which later changed to sloppiness. Her mother
said Claire talked about the sexual experience
vaguely, but had never shown any sexual curiosity
until that time. She becarce irritable when her
thoughts were interrupted, and was resistive to
suggestions.
Two weeks prior to admission to the hospital,
Claire came home from school confused and dazed,
was sent home by her teacher who noticed her
symptoms of withdrawal. Knowing of the luetic
condition, her mother feared paresis, and sent
her to a geneial hospital. Claire had been
taking hip shots for the past ten years to check
this condition, and it was felt that it contributed
directly to her present illness. During observation
in the Children's Unit, her behavior was withdrawn
and asocial; she spoke only upon occasion, and
showed slow, catatonic-like movements. Claire
was diagnosed as dementia praecox, catatonic type.
Because of her age, it was felt that this was a
schizophi-enia of childhood, and she was regularly
committed to the hospital.
Treatment included custodial care, where she
could act out her withdi-awal on the ward with other
girls. She would sit and stare at them, said
little, and seldom participated in play, She
showed no detectable hallucinations, but seemed
pre-occupied. There were not bizarre attitudes
or behavior patterns. She showed little facial
expression, but was mainly flattened and withdrawn.
There was no hyperactivity.
Because of the possibility of paresis in early
stages, malaria and penicillin .^ere prescribed,
which would check any progression of this.
Treatment also included electric shock therapy,
for the purpose of breaking her withdrawal
pattern, and of preparing her for possibilities
of better social adaptation.
Treatment by way of activity and interpretive
group therapy was recommended. Claire was
placed in a group wibh girls with similar
withdrawal pattern^, with a group leader who
iI
was a part of social service. Claire took
little interest in the group, and talked
only in monotones of a stereotyped fashion.
She talked mostly with the leader, and would
repeat herself in conversation! when she
made mistakes, she would repeat the same
ones, and in exactly the same way. In
activities, she could remercber how to carry
out twc instructions, but was confused if
moi*e were sdded. bhe changed little in mental
outlook as a result of group therapy, and
her actions as described seemed to be the
extent to which Claire participated in group
therapy, held three times a week.
No referrals was made as a part of treatment
for social service help with Claire's parents,
who never expressed a desire for- any help.
Little is known of their attitudes in relation
to futui-e home adjustment.
Features in this case consistent with basic traits
of childhood schizophrenia were withdrawal from reality,
regressive speech forms, irritability, and seclusiveness
.
Claire did not display hyperactivity, hallucinations, or
bizarre behavior. The onset of illness was at early adoles-
cence, following a fairly normal childhood, so that this
girl's illness was more nearly that of late childhood, a
breakdown following the formative years. She had congenital
syphilis which was a complication but not a direct causative
factor in her illness.
Treatment plans recommended were custodial care so
that this child's withdrawal patterns could be observed as
they were acted out. Medication was felt advisable for
prevention of early paresis. Electric shock therapy was
I
indicated in order to reduce and check the withdrawal patterns,
and to allow for some measure of resocialization. Thjs was i
\ to be followed by group therapy with similar girls, where
the withdrawal could be closely observed, and where she could
relate to a female therapist. No immediate home placement
was indicated, and no referral was made at this time for
case work with the parents.
These treatment plans were put into effect. Claire *s
withdrawal was modified somewhat as a result of the shock
therapy, but little was accomplished, it was felt, within
the group sessions. 3he made a reasonable adaptation to
life in the hospital, where she remained. As a result of
treatment, it was felt that her withdrawal has been suffi-
ciently checked and not increased. In preparation for her
possible return home later, the writer feels that the




Dan was referred to the hospital by a physician
at the request of his foster mother. He was
nearly fifteen, became mute-negativistic , was
withdrawn, se elusive, stared into space as
though hallucinated, was untidy in his habits,
refused food, paced the floor, and was doing
poorly in school. His home adjustment was not
adequate, and his foster mother refused to
keep him. He was committed to the hospital
under legal paper. Section 77, and given custodial care
Dan's home background revealed him to be the
eldest of four- living children, two others
having been born dead. He was born April 6, 19S3.
His mother, aged forty, was also mentally ill,
was committed to a state hospital six months
prior to his admission. She was depressed, heard
voices talking to her over the radio. She was
diagnosed dementia praecox, paranoid type. Her
mother died in a mental hospital a few years
earlier. She married patient's father at age
nineteen. He was a sickly man, demanding much
attention from her. Their home life was, however,
essentially happy. Dan's father was very jealous
of him, resented any attention the iiother gave
him. He died in 1944 when Dan was eleven, and
his mother became depressed, irritable, sensitive
to the remaitks of others, and continued to become
mentally ill until she was hospitalized in 1947.
After this, her children were placed in foster
homes. Dan's mother had poor heredity, two
defective brothers, and a mentally ill mother.
Her father died early, and she had a cruel step-
father afterwards. Dan's siblings are of border-
line intelligence, but in other ways noi'mal, and
adjusting in different homes. His mother was
always shy, and had a birthmark of which she
always had been ashamed; she mixed poorly with
others. No other parental attitudes or illnesses
were noted. It was felt that Dan's parents rejected
him somewhat, took their feelings of Inadequacy
out on him, and depended upon him a great deal.
Until the age of fourteen, Dan was fairly normal, with
no outstanding illnesses or behavior difficulties.
He was undersized for his age, however, and his




sex as he reached puberty, and seemed to
feel inferior to other boys. He was given
added responsibility in the home after his
father died. He was concerned about his
mother's illness, but resented the neighbor
children telling him his mother was "crazy".
He showed little emotion when his mother
was committed, accepted foster home placement
with an elderly couple. For the first four
months he adjusted well enough, then his foster
mother noticed that he was evasive to requests,
wouldn't eat properly, acted withdrawn, secluslve,
and failed in school. He became assualtive to
younger boys, talked to himself, saying he was
talking with his father. His speech became
limited, and he acted much less mature than
before.
Upon hospitalization, Dan showed withdrawal,
regressiveness, hallucinations, fearfulness, and
sexual pre -occupation. The latter was indicated
when he said he "couldn't be like" his father
or take his place with the mother, and lacked
his father's "power". He was assaultive to
younger boys, spoke only in short sentences, and
kept largely to himself. Diagnosis was made of
schizophrenia in childhood following observation;
he was regularly committed.
Treatment consisted of hospitalization for
custodial care where withdrawal patterns
could be observed and acted out.
Treatment also consisted of a series of
electric shocks so that withdrawal could be
checked, and allow Dan greater opportunity
to reintegrate his mental processes and
resoclalize on the ward.
Dan was not given individual psychotherapy,
and was not included in group therapy, mainly
because no suitable groups were available.
Treatment through social service was indicated
after six months, when it was felt Dan might
be able to make another foster home adjustment.
His withdrawal was reversed, he mixed much
better on the ward, and showed no other psychotic
symptoms. Plan was made for Dan to visit the
J
foster home of his brother at Christmas,
which included other boys. His adjustment
was poor during the two weeks' stay, and
he showed jealousy of his brother. He
pleaded for a home of his own upon return
to the hospital, but this could not be done
Immediately. Dan again began to show signs
of withdrawal, and social service contact
was terminated. It was felt that home place-
ment might be resumed l&ter, but that a
renewal of electric shock treatment was
Indicated meanwhile, iiocial Service
contacted a placement agency during the
time Dan was better, but no plan was follov/ed
through.
Traits observed in this case consistent with those
of childhood schizophrenia were withdrawal from reality,
seclus iveness
,
irritability, regression in behavior and in
speech. Also present were hallucinations, constitutional
factors with accompanying inferior feelings, and lack of
ability to adjust socially. VVhile still considered a child,
this boy became ill at fourteen following a fairly normal
childhood, although subject to some family stresses in the
formatirs years. This shows a breakdo^vn in late childhood
or early adolescence, with loss of social Adaptation. He did
not show extreme motor restlessness, nor any systemized de-
lusions.
Treatment plans outlined viiere hospitalization for
custodial caie and a permissive environment for acting out
withdrawal; electiic shock treatments to reduce the extent
of withdrawal; infoimal ward activities with other boys to
i
allow some measure of resocialization; and finally, plans
for foster home placement through social service when reversal
of withdrawal patterns was evident.
These treatment plans were put into effect, and were
successful to the degree of getting Dan well enough to make
a trial home visit with his brother. The stresses of his
contacts with his brother, and the impossibility of securing
a foster home immediately after his return to the hospital,
contributed to another pe riod of illness requiring further
hospitalization. There seem to be no Indications for social
service while Dan is ill, but a suitable placement should be
worked out during improved periods. It is possible that a





Ned was referred to the hospital at age
fifteen by a physician because he couldnnot
adjust at home, seemed depressed, anxious,
withdraw, confused, iramatui^e for his years,
was dissatisfied with school and his surioundings
,
and v»rould sit at home and brood. At a psychiatric
clinic, it was felt that he showed signs of
schizophrenia. He v;as committed to the Children's
Unit under legal paper. Section 77. The boy is
of Negro ancestry.
Ned's home background revealed that he was the
eldest of five children, having two sisters
and two brothers younger. He was born May 12,
1933. His mother, aged thirty-five, had been
a patient in mental hospitals three times,
each time with a diagnosis of psychosis with
mental deficiency, moron. Her father was a
cruel man who died ear'ly; her mother was also
in a mental hospital. Ned's mother was subject
to attacks of depression which were noticed
by her children. She was very close to her
mother and aunt while they were alive, was
pampered, and made few friends. As a mother,
she appeared very inadequate, gave her children
little security. Ned's siblings were hard for
her to control, two of them have gotten into
difficulty with the law. Ned's father showed
little understanding of his wife's periods of
illness, but was patient and tried to manage
the children in her absence, fie always made
a fair living. He took some interest in Ned,
but depended upon him a gieat deal in helping
to manage the home situation. Ned always seemed
a little effeminate, but this did not concern
the father. The father's brother is an inmate
of a state hospital also. Ned's father died
in 1947, following a prison sentence for assault
and battery. It was felt that his parents
rejected him aoraewhat, although their need for
depending upon him was great because of their
own inadequacies.
Until the age of fifteen, Ned was apparently
quite normal, showing no unusual illnesses or
behavior difficulties. He was always a little
shy, effeminate, anxious to please, and of





played well v/lth other children, and made
a fair school adjustment. Onset of illness
seemed to follow his father's death, when
the mother was forced to accept public aid.
This placed added responsibilitie s on Ned,
in helping his mother care for the home.
He was upset by his mother's nervous and
depressed spells, and was exposed to her
psychotic behavior when she was last
hospitalized in 1943. Then his behavior
became more seclusive; he took less interest
in helping at home, became withdrawn, babyish,
and showed guilt over not being able to keep
up with the others.
Upon hospitalization, Ned's withdrawal
continued, and he showed signs of irritability
and silliness. His symptoms seemed to warrant
a diagnosis of schizophrenia in childhood,
and followlQg observation, he was regularly
committed
.
Treatr^;ent prescribed included hospitalization,
where Ned could continue to act out his withdrawal
in a permissive environment. His needs seemed
to indicate a supportive therapy, an 1 this was
supplied in some measure by close association wtth
attendants on the ward.
Electric shock therapy also constituted part
of the treatiient plan, so that Ned's withdrawal
could be checked. This would allow him better
contact with reality and aid in resocialization.
Ned was given no individual psychotherapy beyond
the supportive treatment on the ward, nor was
there a formal group therapy in session which
could be utilized.
Treatment through social service was planned
following Ned 's remission fron psychotic symptoms
six months after his commitment. He went to
dances, became more cheerful, optimistic, and
impatient to get home. He showed interest in
masic, and played the piano well. His ward
adjustment was good. It was planned that social
service investigation of the home be made before
Ned should return there. A home visit indicated
that Ned's riiother was of moron grade intelligence,
and not able to use much case work help, in planning

for his future. It was found that one of
Ned*s sisters was beginning to show psychotic
symptoms, and that the mother had little
control over the situation. Ned's mother
also seemed uneasy at the prospect of havirig
him home, and took little interest in planning
with the case worker. The home itself was
dingy and unclean. It was decided that Ned
should not be placed in his own home, and it
was planned that a foster home be secured.
Social service was able to make arrangements
for this, and Ned's placement in the home of
distant relatives who own a small farm was
completed. It was felt that tlE se people
could offer him a secure and reasonable adequate
home life. The placement was arranged through
a children's agency which social service had
contact with.
Traits observed in Ned's case consistent with that
of childhood schizophrenia were mainly withdrawal from
reality, regression to immature behavior, irritability,
seclusiveness, and inability to adjust socially. He showed
no hallucinations, hyperactivity, delusions, oi- regressive
speech forms. His effeminate make-up could be seen as a
possible constitutional factor. This boy's illness was that
of late childhood or early adolescence, following a fairly
normal childhood. He was exposed to the stresses of an
inadequate ho^^e backgro\ind, with a borderline psychotic
mother who depended greatly upon him, and with a father who
offered him marginal security and ^ho died shortly before
Ned's illness.
Treatment plans outlined were hospitalization for




could be acted out; electric shock txeatments to reduce the
extent of v^ithdrawal; an informal supportive type of
individual treatment with the ward attendants such as would
be available; social activities on the ward, such as he might
be able to make use of; and finally, planning for home in-
vestigation or foster home placement for Ned when his psy-
chotic symjjtoms subsided, and contact with reality was evident
These treatment plans were put into effect, and were
successful in leading to his placement in a foster home.
Investigation of Ned's own home proved that it was unsuitable
for his needs, and case work with his mother was not possible





The purpose of this study has been to discover what
possibilities there might be for treatment in ten cases
diagnosed as being childhood schizophrenia in the Children's
Unit of a state mental hospital, including references to the
function of the social worker in such cases. In planning
for the study, three general questions have been raised:
(1) What is meant by childhood schizophi-enia? (2) How are
such cases treated at the Metropolitan State Hospital? and
(3) How can the social worker aid in treatment?
The data presented in case study form were taken from
ten active cases in the hospital. Some search into current
viewpoints on the disease was made, followed by clarification
of these views by the hospital psychiatrist where confusion
exists, and especially for limiting the scope of the cases
studied. The summarized material and conclusions drawn from
this study are relevant only to the sets of factors observed
in the ten cases.
It was decided by the writer that most of the observa-
tions gained from the study were not suitable for presenta-
tion in tabular form, so they have not been included.
In answering the first general question, consideration!
has been taken of the age of the child, especially at the
onset of illness. As pointed out earlier (p. 29) children
II?
committed to the hospital foi- observation and study have not
reached their sixteenth birthdays. Therefore, any persons
\inder that age who were classified as being schizophrenic,
were given the diagnosis of childhood schizophrenia. It was
found that only the ten cases here studied were suitable for
that diagnosis and disposition by the psychiatrist, although
psychotic symptoms may have been seen in other children at
the hospital.
The study comprised of four boys and six girls,
ranging in age from six to fifteen at the onset of illness;
two were six, two were eight, one was twelve, one thirteen,
two were fourteen, one fourteen and one-half, and the last
one was fifteen.
The first four cases presented in Chepte rIV were in
the six to eight age brackets. It would appear that these
children broke down during early childhood, in the formative
years, and lacked a proper identification. They were hyper-
active, and had only a brief period of normal development up
to about the age of three or four. The remainder of the cases
ranging in age from twelve to fifteen, appear to have involved
illnesses in late childhood or early adolescence following a
relatively normal development. The breakdown of these child-
ren seems to have been associated with the onset of puberty,
rather than during the formative period of Identification.
This seems to have justified the viewpoint held by Krush and
(
Bradley that a distinction should be made between those
children who break down eaily, and those in whom symptoms
form neai'er puberty.
i
It was seen that all the children were referred to the
hospital at the request of a physician because their behavior
at home was not socially acceptable and an adjustment there
was no longer felt possible. A breakdown in the total
personality seemed evident, such as was expected in this type
of illness.
The main symptom noted in all ten cases was that of
withdrawal from Reality, so that a social adaptation in the
home environment was not possible. Accompanying this was
seclusiveness , a regression to niore immature behavior than
had been observed prior to illness, and irritability when
the seclusiveness was interrupted oy reality pressures.
These vifere designated earlier as primary features of the
illness •
While all the patents showed the primary features,
there was some variation found in the presence of secondary
symptoms, as these symptoms are defenses against the illness
and are chosen by the patient according to his needs for
defenses. Eight children showed muteness or immature, primi-
tive speech forms at some stage of illness, tieven of the
) children displayed some evidences of hallucinations which
could be interpreted as a response to an inner fantasy life.
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Only three children were considered to be essentially hyper-
active, displaying undue motor restlessness; these children
) were all in the younger age limits of childhood, and this
trait was not noticed among the near adolescent children.
Two of the younger children showed definite posturizing of
a bizarre nature, which attracted the attention of others.
However, it could be said that none of the ten children
assumed normal movements or actions as seen in relation to
other children of similar age and development.
In this illness, the psychiatrist did not wish to rule
out the possibility of constitutional factors present in any
of the ten children which may have either contributed to or
predisposed them to childhood schizophrenia. Evidence of such
factors was ill-defined, but variations of fttoiormal body
build for the child's chronological age, inferiorities sur-
rounding Improper identification, sexual immaturity, were
j
)
all noted to some degree in all the children studied. Also
noticed in a few cases, were unusual factors in the family
history, such as the mental illness of a parent during the
Child's formative years. Some cases also shwed very early
retardation and peculiar behavior.
It would then appear that childhood schizophrenia is an
illness of the total personality, resulting in breakdown of
earlier patterns of social adaptation, and a return to more
primitive ones, and is accompanied by the child's withdrawal;
4I-
(
from reality In his environment. Following withdrawal, the
child becomes secluslve, irritable without just cause, and
cannot make an adequate adjustment in his home.
We may consider that a breakdown of the child in his
formative years before puberty has some features and patterns
different from those seen near puberty, and that illnesses at
each of these stages may be looked upon separately. These
differences have been noted by the psychiatrist at onset of
the illness. As defenses against illness, symptoms of
hallucinations, hyperactivity, bizarre postui^izing, muteness
or limitation in speech, may be present. It is probable that
constitutional factors in the child *s make-up contribute to
and further his breakdown. This would seem to answer the firs;
general question, insofar as it relates to the ten cases
studied, and in relation to the views taken by the psychiatris i
at the hospital as to the presence of childhood schizophrenia
in these cases.
In HBBwering the second question regarding treatment
of these cases, it was felt by the psychiatrist that the goal
in treatment would be that of improvement in social adaptation,
as some measure of this was lost by the time the child was
removed from the home. Also, lines of therapy which would
reduce the symptoms of illness and prepare the child for
greater possibilities for new adaptations were indicated.
For all the children, hospitalization was planned as a part
of treatment, where withdrawal patterns and secondary symptoms

could be acted out and tolerated within the ward environment.
Here these children could also relate to other children in a
group living arrangement, and new identifications and social
I relationships were affoi^ed each child within his capacity.
In addition to informal group living, which constituted
an informal, non-interpretive group therapy, regular group
therapy sessions of an activity or interview type were tried
with six children. No evaluation can be given as to the
success of these sessions, but it was indicated that these
children could be closely observed and given a foimal means
of relating to other members of the group. For the younger
ighlldren, it was felt that the group leader might offer new
sources of identification and parent substitutes which had
been lacking. Only one child, of the older age group, gained
insight from group therapy, and was later able to return home.
Individual psychotherapy was offered to four of the
ten cases; three were the younger children who needed to make
new identifications, and to e:}f)ress outwardly some feelings
of hostility against unsatisfying family relationships. This
treatment again was not evaluated as to its success with these
cases. The psychiatrist carried out this treatment; in some
1 cases this was done at the hospital, but in three cases the
treatment was given on an out-patient basis at a children's
center. In these instances the psychiatrist tried to inter-
pret to the child some of his feelings and actions, whenever
this was possible.

Medication to reduce hyperactivity in one of the
younger children was prescribed so that resocial ization
might be hastened.
Electric shock therapy was administered to six of the
older children, but to none of the younger children. Such
treatment was aimed at arresting the degree and direction of
withdrawal patterns. This allowed the child to make use of
his abilities for a better social adaptation. It was not
tri^d with the younger children because they were still in
the formative years, and the psychiatrist did not feel that
it would hasten the child's readaptation. With the older
children, there had been a number of years of relative normalcy
to draw upon, following shock therapy, to which the child
might return in taking up adaptive patterns.
One child had a complication of congenital syphilis,
and medication was administered to check progression of this
into a possible paretic condition.
Treatment through use of social servicse staff was made
in seven cases. Three of the younger children proved to have
inadequate, rejecting mothers. The case work goal was to
modify parental attitudes, and support the mother's ego
strengths. This met with only marginal success, it was felt.
In one case, interpretation of the child's condition
to school authorities was needed, so that the child could be
properly placed v/here social needs could be met. One case
i
required a home visit to interpret the child's emotional
needs to the parents, and to encourage the child to keep up
out-patient visits. Two cases, both older boys, required
investigation for foster home placement. One boy had no home
to return to, and the other's home was undesirable. The
worker made contacts with placement agenciss to make such
placements possible in new home environments where the boys'
aocial and emotional needs might be met. A social worker
also carried on the group therapy sessions of three of the
older girls, who were placed together for meetings held three
times a week.
Evaluation of treatment is not within the scope of this
study, but some improvement was noted in the degree of social
adaptation in all cases. Six of the children i^mained in the
hospital, not being sufficiently improved in readaptation
to warrant placement in a home environment. With these, how-
ever, some improvement was noted in adaptive powers on the
ward and the degree of withdrawal was lessened somewhat. The
remaining four children were able to be placed outside the
hospital; one of the younger children went home at the request
of her parents who accepted her behavior although she con-
tinued to be hyperactive; two older girls improved sufficient-
1;^ to keep in fairly good contact with reality and returned
home; one older boy, also impioved mentally, was placed in a
foster home v/hich met his needs.
I(I
It would appear that the second general question was
answered by the above observations and conclusions; namely,
that hospitalization offered the necessary custodial care
and environment for schizophrenic children while their with-
drawal patterns were present and social adaptation was taking
place; that individual psychotherapy was indicated for some
children who couM use interpretations of the therapist for
insight and re socialization; that group therapy could be
offered a number of childcen to hasten socialization and
foster new identifications, and that the extent to which each
child participated in the group was some measure of his adap-
tation to otheis ; and that electric shock therapy could
break the withdrawal patterns of the older age children only,
and allow for better socialization. Finally, it was felt
that social service could attempt to work with the child's
mother to modify her attitudes and support her ego strengths;
that the case worker could also serve as group therapist,
could make home investigations, and school placements, and
investigate the possibilities of foster home placement.
These conclusions ax-e not comprehensive nor absolute with
regard to treatment of all cases of childhood schizophrenia,
but are valid only for the purposes of this study within the
setting of the Metropolitan State Hospital,
The third and last general question, as to how the
social worker can aid in treatment of these cases, has in
part already been answered above. It v^as noted that a fewer
i
j' number of parents than might be anticipated made any use of
social service help in planning for the child »s future.
The social worker's role in working directly with the child
would appear to be limited, except as group therapist.
Some work seems indicated with the child, however, in helping
him make an adjustment in a foster home when such a home is
needed. This should be in terms of helping him to prepare
for the environmental change and guiding him emotionally to
make use of it.
The social worker's role in helping parents of these
children should start, in the writer's opinion, with more
extensive history taking than was noted in the records of
these cases. iSuch an opportunity would also give the parent
an opening for expression of his or her own feelings about
the child, and give the worker a clearer understanding of
what type of parent this is. It was found in this study that
all the mothers of these children, except possibly two, were
inadequate, rejecting people whose own immaturity allowed for
j
little appreciation of the child's needs. Only three mothers
I
received case work help in understanding the child; this was
not carried for any extended period of time, and results with
i
these mothers were quite limited. Two other mothers were
i|
offered help, both with the worker and the psychiatrist, but
I:
declined to bring the child into out-patient clinic regularly.
I Two of the mothers had been, or vvere still, mentally ill; these

: were not felt to be able to profit from case work help. It Is
1 the writer's feeling that parental attitudes in these cases
were markedly negative with regard to offering the child the
type of warmth and security needed. This would indicate that
these parents themselves needed treatment, if they were to
deal adequately with their children. Some exploration of
parental attitudes should be made by social service in pre-
paration for the child's return home if that is indicated.
More research into the extent to which parental atti-
tudes and faulty personality make-up of parents of schizo-
phrenic children has affected their children's withdrawal from
reality, and prevented them from learning to male adequate










An outline for Study of Ten Cases
Studied at Metropolitan State
Hospital, Children's Unit, Diagnosed
as having Childhood Schizophrenia
1. Statement of the problem.
2. Family Background
a. Composition (parents, siblings)
b. Significant mental and physical illnesses.
c. Parental Attitudes and Personality Make-up
d. Parents Participation in Treatment.
3. Onset of Illness
a. Age of Patient
b. Symptoms and Complaints
c. Surrounding Environmental Situations
d. Patient »s Personality and Observed Behavior
(1) Prior to Illness
(2) Following Illness
e. Diagnosis and Disposition
4. Treatment Plans
a. Hospitalization (custody, protection)
b. Individual Therapy
( 1 ) Ps ychotherapy
(2) Electric Shock Therapy
c. Group Therapy (extent of participation)
d. Social Service (case work indications)
6. Interpretation and Discussion
a. Observed Schizophrenic traits
b. Treatment Plan Outlined
c. Attempts to carry this out
d. Accomplishments and Suggestions
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